Although most urinary tract infections in adults are uncomplicated and respond rapidly to empirical antimicrobial therapy, they represent a considerable health problem, particularly among women, in whom the annual general practice consultation rate for cystitis and urinary infection has been estimated as 
Bacteriology
Classically, the diagnosis of urinary tract infection is dependent on culturing a microorganism from the urine. This simple statement, however, belies the complexity of the problem. How should the urine be collected, what quantity of organisms in the urine is regarded as being clinically important, how does one approach the problem of sterile urine but troublesome symptoms, and is bacteriological diagnosis really necessary?
On the basis of the work of Kass, 105 colony forming units per millilitre in a midstream sample of urine became regarded as "significant bacteriuria"-the threshold for distinguishing urinary tract infection from bacterial contamination. Contamination becomes more likely if there is a mixed growth of bacteria, and less likely if the same organism is cultured on more than one occasion or if the sample is from a male patient. In certain circumstances a lower threshold should be considered as significant-for example, where the organism is more difficult to grow (Staphylococcus saprophyticus, chlamydia, mycobacterium), or if the specimen has been collected from a urinary catheter. The presence of any organisms in a sample taken by direct bladder aspiration indicates an infection. Specimens need to be transported to the laboratory for culture without delay, and if stored for a few hours should be kept at 4°C to prevent bacterial proliferation artificially increasing the count. Automated culture systems are available, requiring 5-13 hours to detect significant bacteriuria, and some of these methods will allow antibacterial susceptibilities to be determined. These methods have low sensitivity for detecting urinary tract infections with low colony count Antimicrobial chemoprophylaxis Recommended * For women with recurrent infections * After acute pyelonephritis in pregnancy * Before instrumentation of the urinary tract for short term urinary catheterisation * Before extracorporeal shock wave lithotripsy with a low incidence of side effects in long term therapy.8 Suppression is recommended for women who experience troublesome recurrence of infections and is generally given for six or 12 months but has been effective for two to five years with no increase in adverse effects." Infections occurring during suppression are usually resistant to the antimicrobial agents being taken, and an alternative appropriate drug should be selected on the basis of the bacterial sensitivities. An alternative to long term continuous suppression is postcoital treatment, which should be combined with postcoital voiding in women who identify this as a precipitating factor for infections. Early self treatment with a broad spectrum antibiotic for symptoms of urinary tract infection is also effective in women with recurrent infections.-4 Low dose suppression has also been recommended following acute pyelonephritis in pregnancy as recurrence rates of 10-25% have been reported."
Treatment with antibiotics before instrumentation of the urinary tract prevents bacteraemia and Gram negative septicaemia. Antibiotics should also be given before extracorporeal shock wave lithotripsy to prevent infection by viable organisms retained in stone fragments. 36 London After Tomlinson Care in the capital: what needs to be done David Metcalfe Summary One of the aims of the Tomlinson report is to shift more care from the secondary to the primary sector in London. But the primary sector is already underresourced and overloaded. The capital has a heterogeneous population which often makes inappropriate demands on general practitioners. Many premises are inadequate and there are insufficient support staff. David Metcalfe emphasises that London is special and that the shift will not become a reality unless these problems are tackled. He suggests the establishment of different models of practice centres which could treat some of the patients who now go to accident and emergency departments. Some would be the night emergency service base, some would have primary care beds, and each would have a different mix of specialist support.
Primary care has been used to describe a variety of activities, but most meanings stem from the idea offirst contact care, with referrals to secondary care by more specialised personnel with better resources. They may in turn refer onwards for tertiary care. In Britain the nub of the NHS has been open access to general practitioners and to those who work alongside them to provide medical care outside the hospital, such as district nurses and health visitors.
These professionals do not only provide first contact care; their training equips them to look after people with chronic diseases, to practise preventive medicine, and to care for the dying and support their families. 
